. While embolism is less common in tfee mitral regurgitation with atrial fibrillation than in mitral stenosis with atrial fibrillation, there is no difference in its incidence between mitral sten-?sis and mixed mitral stenotic and regurgitant lesions. The frequency of systemic embolism may be directly related to the size of the left atrial appendage (Somerville & Chambers, 1964 (Obeyesekere et al., 1965).
dyspnoea on effort, tiredness, bronchitis in the winter, and often haemoptysis.
The course tends to be one of gradually increasing disability punctuated by various crises (Goodwin, 1967) .
One of the most important of these crises is pregnancy, which, because of the added haemodynamic load, converts mitral stenosis of moderate degree Wo a lesion of severe symptoms and serious possibilities.
Another crisis is atrial fibrillation which develops in the majority of Patients with appreciable mitral valve disease by the age of 50 to 55 years and is often paroxysmal in nature initially, finally becoming established, often ?n the first instance with a rapid ventricular rate which leads to the development of heart failure. Embolism may occur during a paroxysm of fibrillation or at the onset of established fibrillation, and is a further serious hazard.
Once atrial fibrillation has been established, patients are at risk from systemic embolism at any time. In Bannister's (1960) series systemic embohsm occurred in 22 of 105 patients followed for an average of 4.5 years, while in our own series at the Royal Postgraduate Medical School over a 10 year period the incidence of probable or certain systemic embolism was 40% to 45% of 155 patients with atrial fibrillation. Sixteen patients had more |han one embolism (Goodwin, 1967) . While embolism is less common in tfee mitral regurgitation with atrial fibrillation than in mitral stenosis with atrial fibrillation, there is no difference in its incidence between mitral sten-?sis and mixed mitral stenotic and regurgitant lesions. The frequency of systemic embolism may be directly related to the size of the left atrial appendage (Somerville & Chambers, 1964 (Braunwald et al., 1967 The results of mitral valvotomy are extremely satisfactory, the mortality in skilled hands for many years having been less than 4%. The morbidity associated with the operation is usually trivial. When the mitral valve is calcified the operative mortality is higher and in the series of Kitchener and Turner (1967) was 17% as opposed to 4% in patients without calcification.
Mitral Re-stenosis. True mitral re-stenosis is not common, occurring 4% of 100 patients investigated by Ross and Cleland (1969) , and 12% ot 300 patients studied by Obeyesekere and Goodwin (1967) . Re (Cleland, 1967) .
In most patients, however, it is necessary to replace the mitral valve, the most commonly used prosthesis being the Starr-Edwards caged ball valveHeterograft aortic valves in a supporting frame have been used by TonescU et al. (1967) and further recent experience suggests that these prostheses a^ promising and are likely to be attended by a much lower incidence of thrombosis and embolism than the ball valve or similar mechanical prostheses. Using an inverted aortic valve homograft in the mitral position stretched on a special metal ring inserted in the atrial side of the mitral area, Ross (1969) (Lewis et al, 1966) and from the National Heart Hospital, Lon- don, by Ross and his colleagues (Cleland et al., 1969) Severe intractable tricuspid regurgitation requires annuloplasty or replacement, but Braunwald et al. (1966) have shown that if the left atrial pressure ls adequately lowered by mitral valve replacement, pulmonary hypertension will remit, and tricuspid valve function will improve markedly in man) patients. Usually the decision whether the tricuspid valve requires attention must be left to the surgeon at the time of operation for mitral disease.
